T he quality of communication is important in providerpatient interactions. Studies have consistently shown that encounters that are more interactive result in patients with higher levels of satisfaction and trust. 1 What has been more difficult to achieve is translating improvement in communication to other outcomes, such as improved hypertension or diabetes control. Most studies of communication interventions that have looked for effects beyond improvement in satisfaction have found no benefit. [1] [2] [3] This is surprising since improvement in communication can lead to improved adherence to treatment regimens [4] [5] [6] and adherence has been shown to be critical to improvement in some outcomes, such as blood pressure control. 7 I once attended a BMeet the Professor^session at the annual Society of General Internal Medicine with Shelly Greenfield. The room was full of young researchers, all eager to push the field of patient-provider communication forward and looking forward to his guidance. He was the author of one of the few studies that showed that improving patient-provider communication led to better diabetic control and quality of life. 8 We were shocked when he told us that he had moved out of the field of patient-provider communication because of frustration over the lack of impact from communication interventions on outcomes other than trust and satisfaction, an issue because funding agencies were interested in improving Bhard^out-comes. He told us that while communication interventions could and did improve the quality of communication, and that some outcomes, such as trust and satisfaction, were sensitive to patient-provider communication, by and large other outcomes, such as blood pressure and diabetes control were not. His guidance was to get out of the field! Many of us were already engaged in trials to improve communication with the goal of improving additional outcomes and left the room disheartened, but determined to prove him wrong.
We are still trying. It is not surprising that Vo and colleagues found that a pre-clinic email message asking patients with poorly controlled diabetics to submit their top 1-2 priorities for the visit resulted in greater patient satisfaction and improved patient-reported communication quality, but no improvement in diabetic control. 9 Most studies that have tested interventions to improve communication have reported on the impact on the providerpatient interaction (either directly with audiotapes or indirectly with patient reports) as well as satisfaction or trust, but have not looked at other outcomes. Why is this so?
There are clues that emerge from this body of work. First, it is critical that interventions involve both the provider and the patient. When the intervention focuses on just one of the two participants in the encounters, it invariably fails. 1 Secondly, improving outcomes is complicated. While the belief that improving communication improves adherence and thus improvement in adherent sensitive outcomes is appealing, it is too simplistic. The milieu that leads to patients having good blood pressure or diabetic control is multifactorial. Adherence, for example, can be affected by communication, but there are many factors, often unique to individual patients, that result in the degree of adherence they experience. 7 It is clear from these communication interventions that the impact of communication on adherence may be less than the impact of other factors. If the patient cannot afford to buy their medications, if the patient's health beliefs or social support system is working against improvement in blood pressure or diabetes control, then improving communication will lead to failure. Third, the key factor in translating improvement in communication to improved outcomes may prove to be patient activation. Patient activation is the knowledge, skills, and confidence a person has in managing their own health and health care. Patients that are more activated and engaged in self-care have better outcomes, including better blood pressure control. 10 Providers with more positive beliefs about the patient's role in selfmanagement have more activated patients. Activated patients engage in a range of behaviors that can lead to improved outcomes. It is possible that interventions that improve patient satisfaction and trust did not lead to more activated patients. The key to improving other outcomes may be in developing interventions that activate patients. It is likely that activating patients will require a stronger, more multi-disciplinary approach.
One has to ask, is it really necessary to look for improvement in communication outcomes beyond resulting in more satisfied and trusting patients? It may be a legacy of our biomedical models that we continue to seek improvement in Breal^or Bimportant^outcomes, rather than just accepting that better communication leads to improvement in satisfaction and trust but not in other Bhard^outcomes. Satisfaction and trust are themselves important outcomes. Future work might look at how well physicians and patients feel that interventions actually address the patient's priorities. In times of exorbitant costs and worsening social determinants for lower SES patients, improving trust and communication alone is likely not enough to fix the system.
